finally, as president of the National Assembly of Malta. His most important ophthalmologic contribution was the development of the thermal sclerostomy filtering operation for glaucoma; which he first described in 1924. He referred to this operation initially as electro-cautery puncture and later simply as Preziosi's operation. Many surgeons considered this procedure an advance over the other available filtering operations such as sclerectomy, iridencleisis, and trephination . The operation was then further developed by Harold G. Scheie of the University of Pennsylvania in 1958. Scheie referred to his procedure as peripheral iridectomy with scleral cautery, and was a standard filtering operation for glaucoma for many years until the development of trabeculectomy. Early in his career, Preziosi was very interested in trachoma, a disease very prevalent in Malta, and he was one of the first to use oral sulfonamides in the treatment of this condition when this drug was introduced in 1938. However, he attained his greatest recognition by devising a new type of external filtering operation for the treatment of glaucoma.
4
The origin of glaucoma filtration surgery begins with Albrecht von Graefe's observation that about 20% of eyes on which he had performed iridectomy for glaucoma developed a cystoid bleb or scar at the site of the incision . Since von Graefe believed that excision of the iris was responsible for the lowering of the intraocular pressure, rather than the filtering bleb, he felt such a scar was undesirable and noted that disadvantages such as irritation or infection could develop, and felt that such cystoid scars should be excised if thin or irritated.
It was Louis de Wecker who, initially in 1867, first suggested that incision of the sclera, rather than the excision of the iris, was the important element of glaucoma surgery, and that the formation of the filtering bleb was, in fact, the pressure lowering mechanism in von Graefe's These operations could generally be divided into three groups. One was the operation of iridencleisis, popularized by the Norwegian Soren Haith in 1906. In this procedure, the iris was deliberately incarcerated into the scleral incision which facilitated formation of the conjunctival bleb. Although initially popular, this procedure never achieved great success due to the induced astigmatism, pupil distortion, and general concern over leaving the iris exposed under the conjunctiva and the possible increase in sympathetic ophthalmia. The second procedure involved some type of excision of the anterior sclera in the region of the filtration followed by sclerectomy and then iridencleisis. Iridectomy was established as the preferred surgery for acute glaucoma, although its mechanism of action was not understood until Edward J. Curran described the concept of relative pupillary block in 1920. In filtering procedures for chronic glaucoma, it was now understood that the iridectomy served only to prevent prolapse of the iris into the incision.
The author specifically noted that dissecting the conjunctival flap with the cautery tip was quite easy and the results were as good as using sharp scissor dissection to form the flap. The author was surprised that the operation had not achieved great popularity and praised its simplicity, speed, and absence of serious complications. A favorable report in cases of hemorrhagic glaucoma was published in 1963. A report in 1978 noted a high incidence of cataract formation following surgery which was attributed to prolonged flat anterior chambers postoperatively, and noted that if a scleral flap was dissected to cover or guard the sclerostomy, fewer cases of flat anterior chamber were noted and that the results were equally good to those with full thickness slcerostomies.
Eventually, however, this operation was made much more practical and useful by had performed peripheral iridectomy alone, developed filtering blebs. The only variation in surg ical technique was that in these cases he had used the battery powered cautery, developed by H. Rommel Hildreth of St. Louis, along the line of the surgical incision for purposes of hemostasis. He deduced that retraction of the wound edges had caused the incision to gape slightly and allow filtration. He had previously demonstrated in a prior report that scleral shrinkage following application of cautery was a well known fact. He acknowledged that his procedure evolved from that of Preziosi, and cited 4 of Preziosi' papers but emphasized that his technique and rationale was different. Instead of entering the anterior chamber with the hot cautery, the incision was actually made with a scalpel and the cautery was applied only superficially to retract the scleral tissue to make the fistula . Thus, the cautery was not essential to making the sclero-corneal fistula, but served to cause the lips of the incision to retract and that the chamber was not entered with the cautery tip, in contrast with the Preziosi operation.
He emphasized that the posterior edge of the incision should be cauterized more extensively than the anterior lip, and that peripheral iridectomy was an essential part of the procedure, rather than only an incidental part as described by Preziosi.
He stated the advantages were that it was simple to perform and technically no more difficult than a peripheral iridectomy alone. He felt that the filtering blebs following the procedure looked thicker and less liable to infection than the thinner blebs associated with corneoscleral trephination. He also pointed out that the change in the appearance of the iris following iridencleisis did not occur in his procedure. In his first paper, he reported a success rate of 78% in primary open-angle glaucoma, but some eyes had hypotony. In his total of 41 eyes with both open and narrow angle glaucoma, the success rate was 85%, but again some had hypotony. He noted a greater success in narrow angle glaucoma eyes than open angle glaucoma; he was unable to explain the difference, but presumably the iridectomy was effective in eliminating the narrow-angle component of the glaucoma. He recommended this procedure as particularly useful in eyes with narrow-angle glaucoma. The followup in his original series was limited to only 14 months. His second series had a total of 70 eyes with slightly longer follow-up. The success rate was 69%, hypotony occurred in 21%, and failure in 10%. One advantage of this procedure over the Preziosi operation was that it was unnecessary in many cases to introduce any instruments into the anterior chamber, unless the iris failed to prolape into the incision and forceps had to be introduced into the chamber to pull the iris into the incision for the iridectomy. Scheie referred to his procedure as peripheral iridectomy with sclera 
